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N00Q Initial Comments N 000 i
During the complaint investigation of #39308,
#39320, and #38486, conducted on 8/22/16 to
9/6/16, at Claiborne and Hughes Health Center,
no deficlencles were cited related to the |
complaints under 1200-8-6, Standards for
Nursing Homes. Complalnt #39308 was N410
substantiated with a deficiency cited unrelated to The facility will make reasonable
complaint. Complaints #39320 and #39486 were efforts to safeguard personal property l
not substantiated, and promptly investigate complaints |
of such loss, A record wil] be prepared !
N 410] 1200-8-6-.04(5) Administration N 410 ofall elothing, personal possessions
and money brought by the resident Lo i
(6) The facility shall make reasonable efforts to “ée 'Tf'{‘smg,rhlomf A |
safeguard personal property and promptly TN o e gl _bf"’ ,"““d :.
investigate complaints of such loss. A record . pco;‘d‘gl‘fﬂ'{‘l‘:ee;. . t“‘z_lf “‘f?.ei‘ t l
shall be prepared of all clothing, personal the I‘Psi"de‘nt,; rj')".fgl‘)t 20 "Eﬁ"l“tfl‘ o !
possesslons and money brought by the resident o B L)L(}Ill“:lLlﬂ.‘L': 2 '_lv,&‘ “J’( e |
ta the nursing home at the time of admission, B sl i B ST E
The record shall be filled out In duplicate. One ) mte% iy md“‘i [I\'\i 15w : -
capy of the record shall be given to the residant ,:;O;G oy Is biio 'q{ ) prtu:;”'-"ll" ,
or the resident's representative and the original propertyls brought to the facility. ;
shall be maintained in the nursing home record, |
This record shall be updated as additional :
personal property is brought to the faclity,
This Rule is not met as avidenced by
Based on facllity policy review, medical record
review, observation, and interview, the facility
falled to obtain a personhal inventory upon
admission for 2 (Resident #2, 8) of 8 records _
reviewed. |
The findings included: !
Review of the facility policy "Personal Property" ‘
revised 12/2009, revealed ... The resmlent' i
personal belungmgs and clothlng shall b !
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inventorled and documented upon admission and
as such items are replenished..."

Medical record review for Resldent #2 revealed
admission to the facility on 6/24/16 with
diagnoses including Chronic Kidney Disease
Stage 3, Coronary Artery Disease, Diabetes
Mellitus, Psychosis, and Dementia.

Observation on 8/22/16 at 9:05 AM and 12:28 PM
revealed Resident #2 had personal clothing and
personal itemns in her room,

Medical record review revealed no Inventory of
Personal Effacts form in the medica! record.

Interview with the Administrator, on 8/22/16 at
4:50 PM in the administrative lobby, confirmed
the facility failed to complete the personal
inventory upon admission.

Medical record review for Resident #8 ravealed
admission to the facility (from his home) on
8/6/16 with diagnoses including Depression,
Neuromuscular Dysfunction of Bladder, Diabetes
Metlitus Type 2, Obsessive-Compulsive Disorder,
Condugtive Hearing Loss, History of Venous
Thrombosis and Embalism, Benign Prostate
Hypertrophy, and Insomnia.

Medical racord review ravealed the Inventory of
Personal Effacts form was not filled out regarding
Resident #8's parsonal property braught to the
facility at time of admission.

Interview with the Director of Nursing on 8/25/16
at 12:18 PM in the Business Office Manager
(BOM) office, confirmed the facllity failed to follow
the policy to complete the inventory farm at
admission.

Corrective Action

1 A personal inventory log
was completed for resident
#20on8/22/16. Resident
#9 had already discharged
from facility,

2 An audit was started on
8/22/16 for all residents to
ensure a personal inventory
log is completed on all
vesidents personal items.

3. An in-service was started
by the DON on 10/3/16 for
all staff regarding the
completion of an inventory
log for all residents upon
admission to include who is
responsible, proper
Labeling ofitems and
adding to the inventory Joy
as needed.

4+, All new admission
inventory logs will be
reviewed by the
Admissions coordinator
weeldy to ensure
compliance, Results will be

reviewed in the nionthly

QA/PI, |

10/20/1
|

|
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: . ] : i
Interview with the Admission Coordinator, on i
8/25/16 at 3:20 PM in the BOM office, stated she ]
escorted the responsible party and Resident #8 to i
his room and the responsible party had a laundry ;
basket with multiple personal hygiene items and a \
small amount f personal clothing for Resident #8 -
that the responsible party left in the roorm. |
{
Interview with Licensed Practical Nurse #1, on !
B8/25/16 at 4:05 PM In the BOM office, confirmed i
he was the admission nurse for Resident #8. ‘
Further interview revealed the resident arrived
with personal clothing. i
t
|
I
|
|
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